Background: Japanese citizens are interested in choosing their own end-of-life care,
| INTRODUCTION
Medical decisions about end-stage patients are made every day in many primary care settings in Japan, but these decisions are associated with a number of problems. The most serious dilemma is that many decisions are made without considering the patients' preferences because the patients are already incapable of expressing their wishes.
1 In particular, the use of life-sustaining devices such as ventilators and feeding tubes for frail elderly patients is a controversial and ethical problem.
Patients' families and health professionals are then forced to undertake the burden of making a difficult decision about the patient's life.
Advance care planning is an ongoing process that offers the patient the opportunity to deliberate with his or her family members and physician regarding the choices for end-of-life care. Advance directives consist of a person's oral and written instructions about his or her future medical care, in case he or she becomes unable to communicate, becomes incompetent to make healthcare decisions (during a terminal illness), or is in a persistent vegetative state In Japan, there is no law supporting advance directives, and format has not been determined. A "Living Will" of the Japan Society for Dying with Dignity 4 is a typical one, but not widespread. The number of members registered in the Japan Society for Dying with Dignity has increased annually since 1990, only 113 600 people are currently registered. This number accounts for only 0.5% of the population older than 65 years. conducted the focus groups in 1996 and 1997. The results showed that advance directives were generally accepted among both groups.
However, Japanese participants saw written directives as intrusive, whereas Japanese Americans viewed them mainly as tools to reduce conflict between a dying person's wishes and the hopes of family members. 6 Another study showed that 85% of English-speaking Japanese Americans preferred to be informed about impending death with words, but only 36% of Japanese living in Japan expressed such a desire. 7 These cultural differences could be one of the factors contributing to the low use of advance directives in Japan.
Twenty years have passed since the focus groups conducted by Bito et al. and Matsumura et al., and the need to pass bad news on to patients has became even more common in Japan during this time.
More and more doctors have become conscious of clinical ethics and tend to respect patients' preferences and autonomy. 8 Furthermore,
it is likely patients' awareness of their rights and the diffusion of medical knowledge has increased patients' ability to make decisions themselves.
The purpose of this study was to elucidate changes in Japanese citizens' attitudes toward end-of-life care and advance directives.
And also we intended to find out the key to disseminating advance directives. We conducted focus groups after participants wrote their advance directives to analyze barriers and reasons for creating and writing down advance directives.
| METHODS

| Design
This was a qualitative study in which we conducted five focus groups with 48 participants in 2009 and 2010. The themes of discussion comprised decision making on end-of-life care and advance directives. In focus group, we used new advance directives produced by reference to "My Wills about End-of-life Care" made by National
Center for Geriatrics and Gerontology. 9 Advance directives contain two sections: The first covers the patient's written wishes regarding administration of life-sustaining medical devices such as ventilators and tube feeding, and the second is the healthcare proxy, which lists the name of the person who determines the type or amount of treatment in case the patient can no longer express his or her wishes.
The study protocol was approved by the IRB of Tokyo Hokuto
Medical Cooperative. The application number is 30.
| Participants
Participants were recruited through the members of health cooperatives in Tokyo. All participants belonged to "Han," that is a group of members of medical cooperatives who hold health promotion meetings regularly. Most participants were residents of urban areas and were not medical professionals. Group members were acquainted with each other. Each group had a different age and gender composition (see Table 1 ). The participants gathered voluntarily after they were informed that the aim of the meeting was to investigate their attitude toward end-of-life care and advance directives.
| Data collection and analysis
The author conducted all focus groups, and all dialogues were recorded Data analysis was carried out using SCAT (Steps For Coding and Theorization).
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In this method, coding and theorizing processes are divided into several steps. Specifically, we put segmented data into a matrix, and then, we (1) picked up notable words in the data; (2) paraphrased the words in another way; (3) gave meaning and interpretation to items in (2); and (4) described themes and constructive concepts arising from item (3). After these four steps, we created storylines weaving the themes and constructive concepts together. Theoretical descriptions were drawn from the storylines.
A theoretical description is not a general theory that includes the whole study, but rather includes small and particular findings derived from the themes and constructs identified. As a result of this study, several themes were derived and typical dialogues could be determined.
| RESULTS
Focus group discussion averaged 1 hour and 30 minutes in length, and each group contained 4-10 participants. on the participants. Group B had a large number of participants, so we divided the members into two groups. One focus group was conducted by a participant, but the meeting room was so noisy that we could not record the discussion clearly. In addition, participants were noted to only voice their own opinions and no group dynamics occurred. As a result, this group was excluded from the analysis and only data from Group B in which the focus group was conducted by the author were included.
Data on two primary themes were gathered: attitudes toward end-of-life care, and advance care planning and advance directives.
Subcategories of each of the themes are presented below along with a sample dialogue that was recorded. (Group E, 61-year-old female) 
| Attitudes toward end
| Participants' preferences for their own endof-life care
Many participants talked about their ideal way of dying. Some wished for "pokkuri" death, which refers to dying immediately without suffer- Several barriers to completing advance directives were identified.
These included "Attitude to avoid facing death," "Dependency on others about decision making regarding treatment," and "Difficulty talking about end-of-life care caused by distant family relationships." In addition, while some participants indicated a desire to provide advanced care planning, there were several barriers to actually writing down their wishes. These barriers included "Resistance to filling out all the items and writing things down," "Suspicion of doctor's compliance with advance directives" and "Worry that asking for an advance directive will be mistaken as encouraging a family member to die." 
Resistance to filling out all the items and writing things down
It is bothersome to fill out all the items. I tend to think simply. I go to see the doctor every month, is it right if I hand over a written document saying that I do not want lifesustaining treatment to be put on my chart? (Group B, 91-year-old female)
Suspicion of doctor's compliance with advance directives
Even if I write this down (advance directives), treatment of the patient is a doctor's duty. So they will do it no matter what I write down. (Group B, 73-year-old female)
2. 
| Positive factors for creating and writing down advance directives
The merits of creating and writing down advance directives included "Clarity and consistency of written directives is better than oral communication," "A way to resolve anxiety that the family may affect one's way of dying with no reference to his/her wishes," "A way to support one's will beyond the family's wishes," "A way of sharing and talking about one's end-of-life care with all family members," "A way to stabilize and reassure one's mental state by delivering one's wishes about end-of-life care," and "Advance directives are a source of decision making and security for one's family." As mentioned earlier, some people worry that a recommendation to create an advance directive may be misunderstood as hoping that the person dies early. However, resolution of this worry was conceptualized as "Writing one's own advance directives first is a good way to recommend it to someone." (2.2.7). 
Clarity and consistency of written directives is better than oral communication
| Experience that affects attitudes toward advance care planning and advance directives
Based on an evaluation of the dialogue of several participants, past experience affected their attitude toward advance care planning and advance directives. This is described as " 
| Possibility of changing ideas about death and dying and its acceptance by writing advance directives
As mentioned above, there are various barriers to writing advance directives. However, there were several impressive cases in this study. For example, a 77-year-old male refused to be told bad news (1.2.5) and avoided serious topics like death and end-of-life care.
However, after writing advance directives, he recognized the need to think about such topics and changed his mind about talking with his family. We named this theme "Writing advance directives as an awareness-raising factor to consider one's death and discuss with the family." These facts suggest that we can predict the person's attitude toward advance directives by knowing their experience of caring dying people or their own experience of illness.
Bito et al. found that Japanese living in Japan and Japanese
Americans living in the United States had different ideas about advance directives. The former were reluctant to provide advance directives and disliked the concept of written documents, whereas the latter readily accepted advance directives and viewed them as a way to relieve the family's burden. 7 In contrast, in the present focus group, not a few participants agreed to write an advance directive and mentioned many advantages of these documents, including having written documentation to make their wishes clear (2.2.1).
Some described advance directives as a tool to end life in one's own way even though they knew their family's hopes that they should be kept alive (2.2.2).
One participant characterized advance directives as a task for the family (2.2.3). She also mentioned the usefulness of advance directives as an opportunity to talk about end-of-life care.
Various studies have been conducted investigating promoting factors and barriers of filling out advance directives. Known promoting factors are the presence of pain and deteriorating health of their own.
14 Known barriers of physician are lack of time, perceived low health literacy of patients, lack of necessary skills, lack of privacy for discussion, and patients not sick enough.
Barriers of patient side are deferring to family members or physicians, inconsistency with religious beliefs, too distressing to think about, difficulty completing documents, and planning to do it later.
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F I G U R E Figure 1 .
One limitation of this study was that all participants were members of medical cooperatives. All participants were learning about medical topics and health promotion on a daily bases and had a greater interest in medical service and health promotion than common Japanese citizens. Thus, these results may not be able to be generalized to a larger population. In the future, it will be necessary to conduct focus groups with participants from various segments of society.
Other limitation was the predominance of female participants 
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